4
There are few studies of ED clinicians' attitudes towards patients with chronic pain. Wilsey et al used questionnaires and semi-structured interviews to establish that emergency physicians found treating people in chronic pain to be irritating and of low priority [9] . They found conflicts in approach between patients and staff; patients felt that inadequate attention was paid to locating a cause for their pain, whereas staff were more preoccupied with the danger of problematic use of analgesics [9] . However, staff denied holding stigmatising attitudes towards patients with chronic pain. The authors of this study noted that 'social desirability' may have affected these results, and reported an opposing finding in another study they conducted that used almost identical wording and concepts.
In this other study, 85% of emergency physicians interviewed suggested that there were negative or stigmatising attitudes towards people with chronic pain [10] . Thus, clinicians acknowledged that such attitudes are widespread but denied them in their own practice. Wilsey et al.'s (2008) findings are a helpful and suggestive beginning; however, their interview study focused on practical barriers to treatment, did not explore staff attitudes explicitly, and did not use an in-depth qualitative analytical technique [10] .
Patients with chronic pain report being affected by healthcare staff's attitudes. For example, patients report feeling that they are being told that their pain is psychological, or that they are being labelled as a 'difficult patient'. They struggle with the 'invisibility' of their condition and with the absence of straightforward therapeutic options [11] . Thus, rushed or dismissive responses from ED staff can cause distress and further sour patients' relationship with health care. ED staff are often aware of this and wish to handle this problem better [9] . 5 Our study explored ED clinicians' attitudes to patients with chronic pain in depth. In contrast to previous research, it used an in-depth qualitative approach to exploring clinicians' attitudes and narratives, and, to the authors' knowledge, is the first study on a sample outside North America. In this exploratory study, we aimed to clarify the difficulties and challenges of treating patients with chronic pain, and sought examples of pro-therapeutic approaches and good practice.
Method
The study was conducted in an ED based in the Southwest of England. Three focus groups with ED staff were conducted. Focus group interviews were performed to get a broad and rich insight into the participants' experiences of treating chronic pain patients in the ED setting. Interaction in a group context was chosen as a means of gaining a broader perspective, as participants are more likely to express their views after listening to others in a similar situation [12] . All ED staff were invited to take part in the focus groups. Focus groups were scheduled to run on three different dates, each of which immediately followed staff training. The dates were advertised in advance. The research team provided a sandwich lunch for participants. The number of staff on each occasion who chose or were able to take part was therefore somewhat dependant on the work flow in the ED at that time. As such, the sample was opportunistic. The numbers of participants ranged from three to nine. The groups lasted between sixty to ninety minutes, were audio-recorded and subsequently transcribed. Groups had a mix of ED staff (physicians and nurses, novice and experienced). Group size ranged from 3 to 9 participants. Groups were conducted in a separate room at the ED site.
Participants
Twenty members of staff participated in the focus groups, mean age 38.0 years (SD 7.9), 70% female. Participants had been qualified for 14.7 years (range 2 -30) and had worked in ED for 8.1 years (range <1 -30). They had worked in an average of 3.1 different EDs (range 1 -8) . Ten nurses participated, as well as eight physicians, one physiotherapist and one ward manager. 6 
Focus groups
A topic guide was used by the focus group convenors (JGG, KR and AJ), but flexibility was built into the schedule which also allowed the focus group members to introduce topics that they felt were of importance. Topics covered included:
-Are there challenges around treating people who present to ED in chronic pain?
-How do ED staff feel about people who present repeatedly in chronic pain?
-What do people in chronic pain expect from ED?
-Do people with chronic pain impact on the regular functioning of ED?
-What might be the best approach for this issue/these patients?
-Are there examples of best practice?
-Are there any actions or approaches that have made the patient, or the interaction, worse?
We adopted a number of 'shame reduction' techniques, taken from psychiatric interviewing, to encourage candid reporting [13] . These included (1) establishing group rules about confidentiality, (2) encouraging anonymous attribution of statements or attitudes (i.e. "I have heard some people say…"), (3) clarifying that the interviewers appreciated the potentially challenging aspects of treating people with chronic pain Analysis: Inductive Thematic Analysis [14] was employed to analyse the focus group transcripts. This is an established qualitative technique that allows in-depth exploration across a data set to find repeated patterns of meaning. Such an approach is grounded in, but goes beyond, the 'surface' of the data to facilitate, in this case, the development of an in-depth understanding of the attitudes of ED staff towards patients presenting with chronic pain. The key steps of Thematic Analysis include extensive familiarisation with the data, generation of initial codes, and then the search for overarching themes. These are then reviewed for coherence and distinctiveness, before being closely defined and named (See Braun and Clarke, 2013 for detail [14] ). 7 KR and AJ independently analysed the three focus group transcripts. In line with recent recommendations [15:p3-4] they maintained a curious stance and actively engaged in reflexivity throughout the period of analysis. Once their respective analyses were complete, they met with JGG (who had read the transcripts) in order to reach agreement about the themes. KR and AJ presented their analysis and responded to JGG who actively questioned the underlying assumptions. It was apparent that although they had used different names for some of the themes identified, the definition of the themes generated was similar. They repeated steps four and five and agreed on the final themes 
Results
Running through all the focus groups was the notion of system failure. This in turn fed a mismatch between the individual and situational needs, which then created clinical challenges. Figure 1 shows the inter-relationship between these three key themes. We have used the term ED throughout, whilst some of the participants use the older term A&E (which stands for Accident and Emergency).
Please note that [ . . . ] denotes data that has been removed from the quote for lack of relevance to the point being made and underlined words, are those that participants' emphasised. ********** Insert Figure 1 about here, please **********
System Failures
A key example of system failure is that of the generation of false hope being created when patients are signposted to ED through out-of-hours primary care services This suggests that the wider system may be failing ED staff and chronic pain patients, with both parties reporting dissatisfaction with the clinical encounter and related outcomes.
Mismatch between institutional and individual needs
The idea of 'mismatch' or discordance was often mentioned. Part of this sense of staff dissatisfaction seemed to stem from the constraints of the ED setting; it is an acute environment and not set up for dealing with chronic conditions. Chronic pain patients are not typical of the patients seen in an ED setting and there is a mismatch between the remit of the ED and the individual requirements of the patient with chronic pain.
(9/10/13: p6) "Because we're kind of focusing on, y'know, we're used to dealing with people who can't breathe" [Q] Staff spoke of feeling unprepared, 'useless' and disempowered, even though they were absolutely clear that ED was not a place that this group of patients should turn to. Staff felt they should be able 10 to do more. It was hard to deal with the conflict of having a role that required them to act fast and decisively to solve a person's acute health problems and then be faced with someone who does not have a life threatening issue, who is taking time away from others who do. The kind of compassion required in an ED is very different to that needed by a person with chronic pain. Chronic pain patients' need to feel listened to, but the consensus was that the ED is not the right place for this. 
unwelcome." [N]
In short, ED staff felt that chronic pain patients have a false impression of what ED can do; one that is at odds with the reality of what can be done. ED staff felt that when patients' expectations are contested, patients can feel like they are being 'fobbed off' 6 (something the staff themselves fear they are doing). The tension experienced as a result of this mismatch is reflected in four sub-themes:
'panacea', 'fixers who can't fix', 'behavioural inconsistency' and 'best for whom'. Behavioural inconsistency: Not knowing a person's history meant that the ED staff had to rely on observation of the patient's behaviour:
(4/9/13: p7) "And we judge them by the way they are behaving in front of us" [G] Staff made assumptions about the behaviour of patients in their home setting, compared to how they presented in the clinical ED setting. They felt that patients were coping (however badly) at home, but that as soon as they were in the hospital, they became passive, and embraced the sick role. Staff felt that the system contributed to this behaviour: 
' And then sometimes it work" [G]
There was recognition behind this example that talking to, and reassuring someone who is frightened is often the best medicine in these situations. However, staff are aware that they may well be feeding misconceptions about appropriate treatment -they know that different pain killers are unlikely to make a difference, but because they don't have time to explain this, they end up giving the patient something, possibly to appease their own sense of helplessness as well as allowing the patient the perception that 'something is being done'.
(4/9/13: p 14) "If you are aware that it's a non-organic pain, then you are also aware that the painkillers you're giving aren't going to make a difference, that's not the answer. And yet the whole large amount of that patient's time in the department revolves around different painkillers and what can -and I think it's a cliché-I know that's not the answer and I know that's not going to make any difference to their symptoms [ … ] But I don't have time to spend an hour sitting down talking around why painkillers aren't going to help, and I think the nurses have the same…None of us actually expect the treatment we're giving to be the answer to that patient's problem" [N]
Participants often showed clear awareness that resource limitations contributed to the problem. The angst this participant experiences as she tells us how disempowering this whole issue is, is clear; as is her awareness of how she is in effect also contributing to the problem. There is a discordance between what she feels is the most clinically appropriate treatment and the reality of what she can actually deliver. There was also a huge sense of frustration that so much time was taken up exploring options that ED staff knew would not help. The combination of system failures and the mismatch of individual versus institutional needs leads to a range of clinical challenges.
Clinical challenges
Health professionals working in the ED face a number of challenges when dealing with patients with chronic pain. Such challenges are typically very different to those faced by ED staff when dealing with patients with acute problems. They include 'managing the chronic in an acute setting', 'heartsink patients' and balancing an already difficult situation'. 
Managing the chronic in an acute

" [E]
Although ED staff have to clarify whether there are new symptoms in case treatment is required, their dominant impression was that people in chronic pain simply needed empathy, understanding and support. Staff were not suggesting that chronic pain was psychogenic; indeed they were quick to highlight the importance (and difficulty) of identifying emergent and/or acute pain amidst the ongoing chronic pain. In contrast, this perception stemmed from the recognition that since there was little that could be done practically, emotional support was of greater import. This is not something which is easy to provide in a fast paced setting such as the ED and is further compounded because ED staff need to make judgements and prioritise the needs of individuals. As such, a chronic pain patient who has been assessed as not having emergent or acute pain on admission to the ED is never going to be top of the list because other patients who are emergencies take precedence.
Although there was empathy for the predicament of the person in chronic pain, there was also a sense of frustration 'Heart sink' patients: The complexity of chronic pain patients makes them a 'heartsink' on arrival, because the staff know that they are unlikely to be able to 'fix' them.
(4/9/13: p2) "And um, it's a heartsink"[F]
Staff did not like having to assess these kinds of patients, indeed, some mentioned how they had seen colleagues actively avoiding doing so: Balancing an already difficult situation: Staff were concerned with ensuring that they didn't make a difficult and complicated situation even worse; both in terms of patient outcomes but also in terms of inadvertently creating future work for other professionals involved in the patient's care. However, with little or no history, staff felt that they had no choice but to undertake a number of tests to rule out particular issues. This in itself was problematic for it fed the false expectation that tests could be fast-tracked:
(4/9/13: p7) "But as nurses, because we can see the patients first, like rolling on on the trolley, so we go beyond by doing all, every single blood test, bladder scan and everything, because we don't know what's the history" [G]
A number of the participants spoke about how their behaviours fed the problem because they did end up ordering more tests etc. This feeds the perception that an ED visit will facilitate access to further investigations, a catch-22 scenario. As is hinted at in the quote above, staff spoke about patients knowing the system and the symptoms to report in order to access the tests they wanted. This was a difficult situation for staff to deal with, because they are reliant on self-report as part of the diagnostic process and even if they suspect someone of fabricating symptoms, they are still duty bound to explore and rule out anything sinister.
Whilst much discussion focused on the challenges of working with patients with chronic pain in an ED setting, we asked staff to describe positive strategies for managing these encounters. Perhaps the simplest strategy mentioned was to adopt, or at least outwardly portray, a positive attitude towards the patient. Previous research has suggested that staff find patients with chronic pain to be somewhat frustrating, and a low clinical priority [9, 10] . It also established the paradoxical finding that staff identified a good deal of stigma towards patients with pain in their clinical environment, whilst denying any stigmatising attitudes personally [9, 10] . Our study was designed on the premise that indepth group discussions, carefully conducted and using 'shame attenuation' techniques, would stimulate more candid reporting. Participants acknowledged the existence of some stigmatising attitudes and clinical avoidance openly, using the phrase 'heart-sink patient'. Some negative discourse was also evident in the incredulous / humorous description of patients' behavioural inconsistencies. However, data from this study extends previous findings by showing that ED staff did not view the problem of chronic pain as solely present in the patient. They were clear that many of the clinical frustrations arose from the fact that the clinical needs of people in chronic pain simply could not be met within the ED. They acknowledged that the ED has a limited range of clinical goals, which does not involve the conclusive investigations, rapid referrals and effective 'cures' that patients were hoping for. They also gave clear accounts of how the ED context might increase patient frustration. Thus, staff had a more reflective and nuanced understanding of their clinical challenges than previous research has implied. The perception of a 'gap' between patient expectation and physician response has been explored in many studies, for example, Kravitz and Callaghan's work on perceptions of medical investigations and tests [16] .
Previous research, based on US samples, has also emphasised staff concern about the prescription of potentially addictive medication [9] . In contrast, this was not an issue that was consistently raised in our focus groups, despite medication being mentioned and the existence of prompt questions about this in the focus group schedule. Staff did report being concerned about making changes to existing complex analgesic regimes, or about taking action that might cause more problems for other clinicians in the future. However, it seemed that fears of drug-seeking were less of a pressing issue for British clinicians.
Wilsey et al.'s (2008) study investigated 'barriers to accessing care' for patients with pain [10] . In this study, clinicians clarified a number of ways in which the ED setting could make the clinical encounter difficult or the patient's experience worse. Clinicians regularly raised the issue of unrealistic patient hopes for investigations, medication, or access to specialists. This was often contrasted with the patient's experience of waiting for a long time, not being seen as a clinical priority, and being seen by staff who did not have the time to listen to the patient's full story, or to carefully explain why the ED may not be able to help. Participants felt that patients did not realise the narrow range of analgesic options that ED staff felt comfortable with, and staff were quite clear that they felt that prompt, rapidly accessible pain services did not exist in the healthcare system. They contrasted this with how they could expedite access to some other medical or surgical specialties. Staff consistently noted the challenge of working without the benefit of understanding the patient's history, prior treatments and investigations, and without any access to notes. They appreciated that the rapid and blunt information handovers they usually received from paramedics could not do justice to the patients' clinical histories.
Thus, it seems that both patients and staff are uncomfortably caught in the space between patient needs and expectations, versus what EDs can deliver. This was described as having a toll on staff, as well as patients. Staff were worried about how their services were affected by beds 'blocked' by people with pain. They were concerned about patients' willingness to make a complaint, and also by the potential of missing an acute problem that might exist against the backdrop of chronic symptoms. ED staff derive satisfaction from being able to provide a rapid 'fix' for presenting problems; not being able to achieve this, led both to frustration and also a sense of helplessness.
Some staff were aware of the hazards of allowing this emotion to become apparent in the clinical consultation.
Alongside helplessness and frustration, staff also expressed a good deal of sympathy for people in chronic pain, and regret that they could not provide a 'better service'. Staff were clearly unhappy that patients with chronic pain could, in perception and in reality, receive brief and uncommitted treatment in their ED encounters. However, they also described some clear examples of positive, reflective approaches to frustrating encounters with individuals with chronic pain. For example, one staff member cited 'taking a deep breath' outside a patient's cubicle, thereby refusing to allow their impatience and sense of pressure to colour the clinical interaction. Others took a clearly validating approach to people's pain -overtly acknowledging the reality and difficulty of the condition -whilst also taking the time to explain how the ED could offer few useful responses to the problem. The possibility of coordinated multidisciplinary care plans for people with pain was raised, but was also seen as resource-intensive and expensive.
This study emphasised depth and detail, both in its approach to data collection and analysis. This was a clear contrast to the previous literature. However, our convenience sample of 20 staff, whilst entirely adequate for qualitative purposes, should not be seen as descriptive of British ED clinician's attitudes overall. All staff were taken from one unit, a regional specialist trauma centre, and it may be that they had a particularly reflective team culture. However, we also note that we sampled a total of over 160 years of combined ED clinical experience, and most participants had worked in multiple ED settings. We also achieved a good mix of disciplines and clinical seniority. However, although we used 'shame attenuation techniques', it could be argued that some participants were reluctant to acknowledge stigmatising attitudes in front of their peers or seniors. Whilst we cannot discount this, it is clear from the quotes that our focus groups included some candid and blunt discussions.
There are a range of clinical implications from this study, from provision of information to staff training and support. For example, it seems clear that those who refer people with chronic pain to the ED, for example, out-of-hours primary care services, could also usefully educate the patient about the likely outcome of ED attendance. For example, they could clarify that ED staff could rule out potentially hazardous conditions, but that they would be unlikely to achieve new diagnoses or therapeutic options. With regard to ED staff, in this study it seems that they tempered their frustration and sense of helplessness around pain by appreciating the patient's hopes and needs, however unrealistic, and by being aware of the nature of the ED as a limited setting devoted solely to the rapid detection and treatment of urgent problems. ED staff might usefully consider the successful strategies cited, for example, using reflective self-regulation (a "deep breath") to avoid frustration being evident in the clinical encounter, as well as finding time to validate the patient's problem whilst clarifying the limited role of the ED. different strategies used to reduce admissions in other chronic conditions. Chronic disease management programs (CDMPs) have been shown to reduce admissions in populations with heart disease or diabetes, and analogous approaches may be applicable to people with chronic pain [17] .
Conclusion
This study extends previous findings by showing that although ED clinicians can find the treatment of chronic pain frustrating, they can also be reflective about this and appreciate that this arises from 3 Trolley= a wheeled stretcher. In USA this is known as a gurney.
4 EDA = Emergency Department Assistant REACT = Rapid Emergency Assessment and Care Team 5 Entonox is a brand name for the blend of Nitrous Oxide (50%) and Oxygen (50%) 6 'Fobbed Off' in this context means giving the patient substantially less than what they want
